
	Auto Injury patient Questionnaire
	Back To Life Chiropractic Center


Today’s Date



Social Security Number:
-
-


Full Name












Sex (Check) Male □    Female □


Date of Birth






Address:













City:





State:


Zip:




Home Phone:




   Cell:______________________________
Work:





Work Phone:






Work Address:












City:





State:


Zip:




Supervisor Name:






What type of work do you do?










Name of Spouse:





Phone:






Nearest Relative:





Phone:






DATE OF INJURY/ACCIDENT (required):





In your own words, describe the accident:

What state did the accident occur in? _____________________ 

What was your position in the vehicle? (check one) 

□ Driver           □ Front Passenger           □ Rear Left Passenger           □ Rear Right Passenger 

□ Other  













What type of Vehicle were you in?  (check one)

  □ Compact car
  □ Compact truck
  □ Mini Van

  □ Compact SUV

  □ Mid-size car
  □ Full-size truck
  □ Full-size van
  □ Full-size SUV

  □ Full-size car    □ other: 







Your speed at the time of the accident:



mph

Check all that apply:

□ I was struck by another vehicle      □ I hit another vehicle     □ I hit a stationary object 

Where was your vehicle hit?










What type of vehicle hit you?










Were you wearing a seatbelt? 
□ Yes
□ No 

If yes: 
□ Full Shoulder and Lap Belt
      □ Lap Belt Only  □ Shoulder Strap Only 

Position of Headrest:   □ Behind Head         □ Behind Neck    □ Behind Shoulders      □ None

Position of Head:
        □ Straight Forward   □ Turned Right    □ Turned Left 





Looking:   □ Up    □ Down

Position of Hands:      □ On Steering Wheel    □ Other   Where:





Position of Body:        □ Upright 
  □ Turned 
□ Other   Explain:




How many people were in the vehicle?



Their Names?












Were any of the other passengers injured? 

□ Yes
□ No

Were there any casualties in the accident?

□ Yes
□ No

Were the police called to the accident scene?

□ Yes
□ No

Was there a police report?



□ Yes
□ No

Was anyone given a citation at the accident scene?
□ Yes
□ No

How much damage was done to your vehicle?  □ $0-$500       □ $500-$1,000 
       □ $1,000+

Did your airbags deploy?
□ Yes
□ No

Were you prepared for the impact?
□ Yes
□ No

Check one:
□ I was completely surprised by the impact




□ I saw the collision coming 




□ I saw the collision coming and braced appropriately 

What happened to your body at the moment of impact? 



















How did you feel:
during the accident












immediately after the accident










the next day













presently









Describe your mental/emotional state after the accident:
































Were you rendered unconscious by the impact of the accident?   □ Yes    □ No
Did you receive medical attention at the accident scene? 
□ Yes
□ No

Did you go to the hospital after the accident?
□ Yes
□ No
 Immediately?
□ Yes
□ No


If no, where did you go?











If yes, how did you get there? □ Ambulance     □ Drove Yourself     □Someone Else Drove 

If you did not go to the hospital immediately after the accident, what was the reason for waiting? 


























Name of Hospital: 











What kind of treatment did you receive? (Check all that apply)



□Bandages       □Cast        □Neck Brace        □Splints         □ Collar      □Shot  


□Medication    □X-Rays   □Antibiotics         □Ice-pack      □Hot-pack 



□Surgery          □Crutches
Please give the name and reason for medication and shots:



















Have you been seen by any other doctors since the accident? 
□ Yes
□ No



If so, Who?








Did any part of your body hit any of the following? (Write in what part of your body hit the car)

□ Dashboard 



   □ Windshield 




□ Steering Wheel 


   □ Headrest 





□ Right door 



   □ Left door 





□ Unknown object 





Since the accident, have your symptoms:  □ Improved
  □ Worsened
  □ Stayed the same

Please check any symptoms you have noticed since the accident:

□ Headaches


□ Neck Stiffness


□ Fainting

□ Neck Pain


□ Back Stiffness


□ Blurred Vision
□ Upper/Mid Back Pain

□ Pins/Needles in Arms

□ Ringing in Ears

□ Lower Back Pain

□ Pins/Needles in Hands

□ Loss of Balance
□ Chest Pain


□ Pins/Needles in Legs

□ Loss of Taste

□ Arm Pain/Numbness

□ Pins/Needles in Feet

□ Loss of Smell
□ Hand Pain/Numbness

□ Cold Hands



□ Anxiety

□ Leg pain/Numbness

□ Upset Stomach


□ Sleeping Problems
□ Foot Pain/Numbness 

□ Diarrhea



□ Tension

□ Head Heaviness 

□ Constipation



□ Irritability

Areas of everyday activity that are or have been affected (please check):

□ Sleeping


□ Walking



□ Driving a Car

□ Eating



□ Sitting



□ Riding in a Car

□ Bathing



□ Exercise



□ Vision

□ Getting Dressed

□ Running



□ Feeling
□ Going to the Bathroom

□ Lifting



□ Tasting

□ Typing on a keyboard

    □Heavy



□ Smelling
□ Standing from sitting

    □Medium



□ Emotional Stability

□ Standing


    □Light



□ Housework

Were you pregnant at the time?

□ Yes
□ No

Were you recovering from surgery?
□ Yes
□ No

Before the accident, your lifestyle was:   □ Active
□ Moderately Active
    □Inactive

Since the accident, your lifestyle has been: □ Active
□ Moderately Active
    □Inactive

Describe any other physical changes you have noticed: 































Check the activities you used to do before the accident:

□ Job


□ Volunteer Work


□ Hunting

□ Second Job

□ Exercise



□ Fishing

□ Crafting

□ Dance



□ Yard Work

□ House Work

□ Sports





□ Sexual Activity

□ Carrying/playing with children

Explain how your injuries affected your ability to do these activities: 































INSURANCE

Responsible Party’s Insurance

Name: 





 Phone: 






Address:













Policy #





 Claim #






Health Insurance

Name if Insurance Company:










Insurance Company Phone #:





Policy #





Group #






Name of Insured:








Car Insurance

Name:





Adjuster’s Name





Address:













Phone:




Policy #






Claim #








Attorney Information
Attorney Name:







Address:













City:



State:

Zip:





Phone #:







Patient Signature







Date:




Guarantor (if patient is a minor)





Date:______________
Informed Consent for Chiropractic Care
I hereby request and consent to the performance of chiropractic adjustments and other chiropractic procedures including various modes of physical therapy, and if necessary, diagnostic x-rays on me (or on the patient named below, for whom I am legally responsible: ________________________) by the chiropractic physician and/or anyone working in this office authorized by the chiropractic physician.
Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may affect the restoration and preservation of both. 
HEALTH is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.

VERTEBRAL SUBLUXATION. One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal column becomes misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.

ADJUSTMENT. Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included.

If during the course of care, we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider. I also understand and am informed that, as in the practice of medicine, in the practice of chiropractic there are some risks to treatment, including but not limited to, fractures, disk injuries, strokes, dislocations and sprains. I do not expect the doctor to be able to anticipate and explain all risks and complications, and I wish to rely on the doctor to exercise judgment during the course of the procedure which the doctor feels at the time, based upon facts then known, is in by best interests.

All questions regarding the doctor’s objective pertaining to my care in the office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis.

Pregnancy Release:

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.

Date of last menstrual cycle: ________________

___________________________________ 
  ___________________________________                 _____________

           Print name



Sign name


          Date

	New Patient Consent to the Use and Disclosure of Health Information for Treatment, Payment, or Healthcare Operations
	Back to Life Chiropractic Center


At Back to Life Chiropractic Center we are committed to protecting the privacy of personal health information.  Federal guidelines have been developed to protect this information. Please read the terms below and sign at the bottom as acceptance and understanding of this consent.

I understand that as part of my healthcare, Back to Life Chiropractic Center originates and maintains paper and/or electronic records describing my heath history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment. I understand that this information serves as:

· A basis for planning my care,

· A means of communication among the many healthcare professionals who contribute to my care,

· A means by which a third-party payer can verify that services billed were actually provided, and

· A tool for routine healthcare operations such as accessing quality and reviewing the competence of healthcare professionals.

I understand and have been provided with a Notice of Information Practices that provides a more complete description of information uses and disclosures. I understand that I have the following rights and privileges:

· The right to review the notice prior to signing this consent,

· The right to object to the use of my health information for directory purposes, and

· The right to request restrictions as to how my health information may be used or disclosed to carry out treatment, payment, or healthcare operations.

I understand that Back to Life Chiropractic Center is not required to agree to the restrictions requested. I understand that I may revoke this consent in writing, except to the extent that the Back to Life Chiropractic Center has already taken action thereon. I also understand that by refusing to sign this consent, Back to Life Chiropractic Center may refuse to treat me as permitted by Section 164.506 of the Code of Federal Regulations.

I further understand that Back to Life Chiropractic Center reserves the right to change their notice and practices, in accordance with Section 164.520 of the Code of Federal Regulations. Should Back to Life Chiropractic Center change their notice, they will send a copy of and revisions to said notice to the address I have provided via U.S. Mail.

I wish to have the following restrictions to the use or disclosure of my health information:

I understand that as part of this organization’s treatment, payment, or healthcare operations, it may become necessary to disclose my protected health information to another entity, and I consent to such disclosure for these permitted uses, including disclosures via fax.

I fully understand and accept the terms of this consent.

_________________________________

__________________________
_____________

Print Patient/Guardian Name



Patient/Guardian Signature and Date

To: Attorney/Insurance Carrier




Back to Life Chiropractic Center

Policy #




RE: Patient Records, Service Lien, Assignment of Benefits

I do hereby authorize the above Back to Life Chiropractic Center to furnish you, my attorney/insurance carrier with a full report of their case history, examination, diagnosis, prognosis and service of/to myself in regard to my accident/illness which occurred/began on 


.

I do hereby give a lien to Back To Life Chiropractic Center on any settlement, claim, judgment or verdict as a result of said accident/illness, and authorize and direct you, my attorney/insurance carrier, to pay directly to Back To Life Chiropractic Center such sums from which settlement, claim, judgment or verdict as may be necessary to protect Back To Life Chiropractic center adequately.

I agree never to rescind this document and that a rescission will not be honored by my attorney. I hereby instruct that, in the event another attorney is substituted in this matter, the new attorney honor this lien as inherent to the settlement and enforceable upon the case as if it were executed by him/her.

Please acknowledge this letter by signing below and returning to the doctor’s office. I have been advised that if my attorney does not wish to cooperate in protecting the doctor’s interest, the doctor will not await payment but may declare the entire balance due and payable.

I fully understand that I am directly and fully responsible to Back to Life Chiropractic Center for all just bills submitted by them for service rendered to me, and that this agreement is made solely for Back to Life Chiropractic Center’s additional protection and in consideration of their awaiting payment. 

I further understand that the above-mentioned payment is not contingent on any settlement, claim, judgment or verdict by which I may eventually recover said fee.

Dated:




Patient’s Signature:





The undersigned, being the attorney of record for the above patient, does hereby agree to observe all the terms of the above and agrees to withhold such sums from any settlement, judgment or verdict as may be necessary to adequately protect said doctor above-named. Attorney further agrees that, in the event this lien is litigated, the prevailing attorney will be awarded attorneys’ fees and costs.

Dated:




Attorney’s Signature:





Dated:




Insurance Co. Signature:





***Note: Please date, sign and return one copy to doctor’s office. Also keep one copy for your records.***

Authorization to Release Med Pay Information and Two-Party Check

Patient Name :____________________________                                                                                                   Claim #:__________________________________                                                                                                         Date of Loss:______________________________

To All Insurance Carriers and Agents:

I am currently being treated at Back to Life Chiropractic Center for injuries sustained as a result of an injury accident. Please be advised of the following:

1. I do hereby authorize you to disclose any and all information regarding Med Pay, to include amounts, calendar your, number of visits and any other pertinent information, as it pertains to my personal injury case.

2. I do hereby authorize you to disclose any and all information regarding liability insurance coverage as it pertains to my personal injury case.

3. I do hereby authorize you to notify Back to Life Chiropractic Center upon settlement and summation of my personal injury case.

4. I do hereby authorize you to prepare a two-party check made out to Back to Life Chiropractic Center and me, upon summation and settlement of my personal injury case.

I am willing to a Photostat copy of this authorization be accepted with the same authority as the original. I understand that I (or a person authorized to act on my behalf) am entitled to receive a copy of this authorization form.

This authorization expires upon resolution of this claim.

​​​​​​​​​​​​​​​​​​​​​​​​_____________________________________________



___________________              Patient Signature (or Guardian if Minor)




Date

​​​​​​​​​​​​​​​​​​​​___________________________ 
_________________                                                                                 Social Security Number


Date of Birth
[image: image1.jpg]Back To Life

Chiropractic Center




                            PATIENT TEXT AND EMAIL REGISTRATION FORM
Due to the changing world of healthcare and technology, Back to Life Chiropractic Center now has the ability to provide our patients with certain types of information via e-mail and/or text messaging. If you wish to have the opportunity to receive information of this type, please complete the form below. 

Back to Life Chiropractic Center believes strongly in protecting the privacy of our patients. When you provide this information to us, it is only used as a way to communicate with you. Back to Life Chiropractic Center does not share the names, e-mail addresses, and/or telephone numbers of patients with any other company, or with any other patient. 

Please print all information neatly and legibly.

Name _________________________________________

E-mail address __________________________________

Cell Phone _____________________________________

° Yes, please sign me up to receive e-mail and text messaging confirmations.

° I do not wish to be contacted via email. (Text messaging only)

° I do not wish to be contacted via text messaging. (Email only)

° I do not wish to be contacted by either text messaging or email.
